INTRODUCTION
The death of a fetus is one of the unhappy events in the field of obstetrics. It is really distressing when it occurs without warning in a pregnancy that has previously seemed entirely normal.
Fetal loss is a sensitive indicator of maternal care during antenatal period. It directly reflects the obstetrician's vigilance kept during particular pregnancy. For an obstetrician, documentation of primary event or factor which has led to fetal death is of paramount importance. Only when probable etiology is known the patient can be given guidance for the treatment, prevention and recurrence as required.
Illiteracy, poor socioeconomic condition and social status of women and misbelieves are important contributory factors responsible for higher fetal mortality rate, as all these prevent women to go to the hospital for health check-up.
One should appreciate that the grief response following stillbirth is severe and is similar to that following loss of an adult family member. It is probably most traumatic experience women undergoes in her life and it takes about months for a woman to return to normal routine life.
Since many attempts have been made to lower the death of new born babies with the help of rapidly advancing intensive neonatal care unit, neonatal death rate is reduced in developed countries. A small reduction in perinatal mortality rate is due to reduction in the infant mortality rate and not because of fetal mortality. So,attention is now drawn towards the unborn babies in utero in order to get a live baby and so that perinatal mortality can be further reduced.
Newer techniques of diagnosis and a better understanding of pathophysiology have led to the determination of cause of death in a greater proportion of fetal deaths than in the past.
The perinatal mortality in India presently is 30/1000 births (2014), in state of Karnataka is 40/1000 births. Prior stillbirth is associated with a twofold to 10-fold increased risk of stillbirth in the future pregnancy. The risk depends on the etiology of the prior stillbirth, presence of fetal growth restriction, gestational age of the prior stillbirth,and race. Categorization of the cause of the initial stillbirth will allow better estimates of individual recurrence risk and guide management. A history of stillbirth also increases the risk of other adverse pregnancy outcomes in the subsequent pregnancy such as placental abruption, caesarean delivery, preterm delivery, and low birth weight infants. Ante partum fetal surveillance and fetal movement counting are also mainstays of post stillbirth pregnancy management. 4, 5 Therefore we conducted the following study with following objectives.
Objectives of present study were to know the clinical risk factors of intra-uterine fetal death, to know the probable etiology for antepartum and intrapartum fetal deaths, and to study the role of antenatal care in prevention of intrauterine fetal deaths.
METHODS
Cases of intra-uterine fetal death attending the ESIC MC and PGIMSR, Rajajinagar, Bangalore between September 2014 to September 2016 were included in the study. Minimum number of cases were 50 cases.
A prospective observational study was undertaken. The cases of intra-uterine fetal death either with ultrasound reports proving IUD or diagnosed on clinical examination by absence of fetal heart rate and fetal movements were studied.
Inclusion criteria
All cases of IUD with gestational age >20 weeks and <42 weeks period of gestation.
Exclusion criteria
• All cases of IUD with gestational age <20 weeks and >42 weeks • Molar pregnancy.
When a patient comes with complaints of absent fetal movements or comes with an ultrasound report showing intra-uterine fetal death; the age, parity, literacy, socioeconomic status were recorded.
Detailed obstetric history, details about present complaints and duration of present pregnancy, past obstetric performances and outcomes (including previous abortions, previous IUFD, associated toxemias, etc.,) were studied
In the present pregnancy, details of ante-natal check-ups, medical illness, presence of antepatum hemorrhage, pregnancy induced hypertension, eclampsia, severe anemia and other significant illness were also noted. Those patients who had attended antenatal clinic atleast thrice before delivery were considered booked cases.
Clinical examination is done. General condition of the patient is noted. On per abdomen examination height of uterus, tone of uterus, feeling of "egg shell crackling sign", presentation and position of fetus, liquor and its quantity noted. Absent FHS is noted.
In per speculum examination any bleeding from os or prolapse of cord noted, liquor-colour and smell were noted. If the patient has come with history of absent fetal movements and on examination FHS is not localized USG examination is done to confirm the diagnosis of intrauterine fetal death.
Mode of delivery and birth weights of fetuses were noted. All the fetuses were examined for any malformations and each placenta checked for its appearance, weight, retroplacental clot/infarcts and calcification. All patients were followed for 3 days for post-delivery complications.
The following investigations were done for the patients. Table 1 describes demographic details of the study. In the present study mean maternal age was 26.03 years (Mean±SD: 26.03±4.72). Out of 61 women, 1.6% were <20 years, 78.7% were 20 -30 years, 18% were 31-40 years and 1.6% were >40 years of age (Table 1) . Out of 61 women 50 (82%) women belong to lower middle class and 11 (18%) belongs to upper middle class. 60 (98.4%) women were booked and 1 (1.6%) was unbooked. 30 (49.2%) women were primis and 31 (50.8%) women were muligravidas. In present study, 12 (19.67%) IUD's were unexplained, 6 (9.8%) IUD's were due to abruption placentae, 4 (6.6%) were due to cord accidents, 10 (16.4%) were due to Hypertension related complications, 3 (4.92%) were due to diabetes, 5 (8.19%) were due to severe oligohydramnios, 2 (3.27%) were due to premature rupture of the membranes, 3 (4.9%) were due to Rh isoimmunisation, 13 (21%) were having major congenital anomalies, 2 (3.27%) were having nonimmune hydrops and 1 (1.67%) was due to polyhydramnios. (Table  4 ). In present study, out of 61 women 10 had placental causes as the reason for fetal demise. Out of 10, 6 (60%) had abruption placenta. 1 (10%) had retroplacental clot 1 (10%) had intra placental clot and 2 (20%) had unhealthy placenta ( Table 5 ).
RESULTS
In present study, 13 (21.3%) fetuses had associated congenital anomalies.
Following were anomalies found in present study 2 (15.4%) anencephaly, 1 (7.69%) cystic hygroma, 1 (7.69%) encephalocele, 1 (7.69%) holoprocencephaly, 1 (7.69%) spinabifida, 1 (7.69%) prunbelly syndrome, 3 (23.1%) multiple anamalies, 1 (7.69%) agenesis of corpus collasum, 1 (7.69%) extended ascitis, 1 (7.69%) bilateral renal dysplasia (Table 6 ). (Table 7 ). 
Abruptio placentae and IUD
The abruption placentae in Swapnil et al study was -7.28%, Yogesh et al study 12%, and Nayak S R et al is 10 .71%. In present study, it was 9.83%, which is correlating with Nayak SR et al study. [8] [9] [10] 
Oligohydramnios and IUD
The incidence of oligohydromnia in Swapnil et al study was 6.28%, Yogesh et al study is 3%, and Nayak SR et al is 7.14%. In the present study it was 8.19%, which is similar to Nayak SR et al. 9, 10 
Polyhydramnios and IUD
In the present study the incidence of polyhydramnios (1.63%) was comparable to Nayak et al (3.57%). 9
Rh isoimmunisation and IUD
The Rh isoimmunisation as a cause of fetal demise was found to be 4.8% in Sangeetha et al, 1% in Anjali et al study and 2.64% in Shaheen S et al and 4.9% in our study which is similar to with Sangeetha et al study. 7, 11, 12 Multiple pregnancy and IUD Multiple pregnancy in IUD was 1.9% inn Anjali et al, and was 3.3% in present study. 11
PROM and IUD
Premature Rupture of membranes was found in Nayak SR et al study in about 3.57% of cases which is similar to our study 3.27%. 9
Cord accidents and IUds
Cord accidents in Swapnil et al study was 2.8%, Anjali et al study is 1.90%, and Yogesh et al is 4%. In the present study it was 6.55%, which is correlating with Yogesh et al study. 8, 11 
Congenital anomalies of the fetus and IUD
Congenital Anamalies in Sangeetha et al study was -7.31%, Shaheen S et al study is 19.86%, and Ruth C et al is 14%. 7, 12, 13 In the present study it was 21%, which is comparable to Shaheen S et al. 12
Nonimmune hydrops and IUD
In our study the incidence of non immune Hydrops was 3.27% which is comparable to Choudri A et al study (2.1%). 11
Unexplained causes for IUD
Unexplained cause in Shaheen S et al study was 6.2%, 35% in Yogesh et al and 19.1% Choudri A et al. 8, 11, 12 In our study it was 19.67%, which is correlating with Choudri A et al study. 11 
CONCLUSION
In conclusion PIH (hypertensive disorders of pregnancy) abruption placenta and congenital anamolies were the leading causes of the IUFD.
Significant proportion of IUFD due to PIH and abruption placenta is preventable by regular ante natal care and timely intervention and treatment for PIH.
Even an attempt to prevent IUFD in PIH, abruptio placenta may cause IUFD because of its unpredictable severity.
Congenital anomalies are unavoidable cause of IUD. But treatment for open neural tube defects may be prevented by proper pre-conceptional counselling and folate supplementation throughout pregnancy.
Despite advances in diagnostic and therapeutic modalities large number of foetal deaths remain unexplained, even with proper antenatal care. Socio-cultural background, poverty, illiteracy, unawareness and inaccessible health care is some of the reasons that predispose women to IUFD and still birth.
